L ong wait times for access to health care continue to be a major issue in Canada (1,2). Indeed, both federal and provincial governments have recently targeted new funding to improve wait times in selected areas (3). The Canadian Association of Gastroenterology (CAG) has been concerned about access to digestive health care for several years. To address this issue, a three-pronged initiative was commenced in 2004 that included a process to document current wait times (4,5) and the number of practicing digestive diseases specialists (6), and to establish target wait times for gastroenterological assessment, including consultation and endoscopic procedures (7). A CAG ad hoc committee charged with developing the process to establish target wait times concluded that to accomplish this effectively, information regarding the patient's perspective of current wait times was required. Therefore, the current study was undertaken to survey a large number of patients from centres across Canada regarding their perceptions of current wait times and the impact of wait time on quality of life.
METHODS
New patients attending outpatient clinics for gastroenterological consultation at six Canadian centres (Halifax, Nova Scotia; Quebec City and Montreal, Quebec; Kingston, Ontario; Edmonton, Alberta; and Victoria, British Columbia) were approached by clerical or nursing staff about participating in the study when they registered for their clinic visit. If they agreed to participate, they were given a letter introducing the study and signed a consent form before being administered a questionnaire (Appendix A). Key components of the questionnaire included the reason they were referred to a specialist, the length of their wait time, their perception of the appropriateness of the wait time, their estimation of what a maximally acceptable wait time should be, and the effect of wait time on their productivity and quality of life. Age, sex and postal code data were also collected. The questionnaire was available in French for francophone patients. The study was approved by either the hospital or university research ethics board of each site. There was no tracking of compliance Long wait times for health care have become a significant issue in Canada. As part of the Canadian Association of Gastroenterology's Human Resource initiative, a questionnaire was developed to survey patients regarding wait times for initial gastroenterology consultation and its impact. A total of 916 patients in six cities from across Canada completed the questionnaire at the time of initial consultation. Selfreported wait times varied widely, with 26.8% of respondents reporting waiting less than two weeks, 52.4% less than one month, 77.1% less than three months, 12.5% reported waiting longer than six months and 3.6% longer than one year. One-third of patients believed their wait time was too long, with 9% rating their wait time as 'far too long'; 96.4% believed that maximal wait time should be less than three months, 78.9% believed it should be less than one month and 40.3% believed it should be less than two weeks. Of those working or attending school, 22.6% reported missing at least one day of work or school because of their symptoms in the month before their appointment, and 9.0% reported missing five or more days in the preceding month. A total of 20.2% of respondents reported being very worried about having a serious disease (ie, scored 6 or higher on 7-point Likert scale), and 17.6% and 14.8%, respectively, reported that their symptoms caused major impairment of social functioning and with the activities of daily living. These data suggest that a significant proportion of Canadians with digestive problems are not satisfied with their wait time for gastroenterology consultation. Furthermore, while awaiting consultation, many patients experience an impaired quality of life because of their gastrointestinal symptoms. with the distribution of the questionnaire or the questionnaire completion rate, although clerical staff reported that very few patients refused to complete the questionnaire when asked.
Research personnel not involved with the patient's care entered the data for statistical analysis into an Excel (Microsoft Corp, USA) spreadsheet that was imported into SPSS version 16.0 (SPSS Inc, USA) for Windows (Microsoft Corp, USA). Following descriptive analyses, c 2 tests were used to compare the distributions for categorical wait time variables according to reason for referral. Mann-Whitney U nonparametric tests and t tests were used to compare wait time responses by patients with and without a serious problem. One-way ANOVA and Kruskal-Wallis nonparametric tests were used to compare wait time responses according to centre.
RESULTS

Patient population
A total of 916 patients completed questionnaires at the six centres between November 2004 and February 2005. The number of questionnaires completed per centre ranged from 37 to 363. Although all centres were affiliated with academic institutions, the vast majority of the outpatient practice at each centre consisted of patients referred from primary care physicians. Fifty-nine per cent of the respondents were women and 26% were francophone. An analysis of postal codes indicated that 88% resided in an urban setting and 12% were from a rural community. The selfreported reasons for referral are summarized in Table 1 .
Wait times
Self-reported wait times varied widely, ranging from a few days to more than two years. Figure 1 depicts the cumulative percentage of self-reported wait times up to one year compared with the maximal acceptable wait times recommended by the patients. Approximately one-third of patients believed that their wait time was too long, which included 9% who rated their wait time in the 'far too long' category. Of note, 96% of the population believed that the maximal acceptable wait time should be less than three months, yet 23% of the sample reported waiting more than three months for their initial consultation.
Impact on work and/or school absenteeism, and quality of life
Approximately 23% of respondents reported missing at least one day of work or school in the preceding month because of their gastrointestinal symptoms. Nearly 10% reported missing five or more days of work or school during that period. In addition, 20% of patients scored 6 or higher on a 7-point Likert scale with regard to the degree of worry that their symptoms were related to serious disease. Eighteen per cent and 14.8% of patients scored 6 or higher on a 7-point Likert scale, indicating that their symptoms interfered with social functioning and activities of daily living, respectively.
Relationship between reported wait time and reason for referral
The self-reported wait time varied depending on the reason for referral (Table 1) . For example, as depicted in Figure 2 , the cumulative percentage of patients seen for rectal bleeding was significantly higher at all time intervals compared with individuals referred for screening procedures, suggesting that referrals were being triaged for relative urgency (Pearson c 2 test 26.0; P<0.001 for the percentage seen at each time interval). 
Variations among centres
There were marked variations in wait time responses among the six sites. For instance, the proportion of patients who reported being seen in less than two weeks varied from 5.4% to 41.4%, and the proportion of patients waiting longer than six months varied from 0.7% to 29.2%. As depicted in Figure 3 , this was partly related to variations in reasons for referralmore specifically, that overall wait time duration at the different centres varied with the proportion of surveyed patients being referred for screening procedures. One-way ANOVA revealed that the between-centre differences were statistically significant (F=16.8; P<0.001).
DISCUSSION
The objective of the current study was to obtain Canada-wide data on the patient perspective concerning wait times for outpatient gastroenterological consultation to inform decisions regarding the establishment of wait time targets. The data obtained by the present survey are quite unique. Although patient perception of wait time and its impact have been surveyed in patient groups waiting for elective surgery (8-11), the present study was the first to focus on the wait time for consultation in undiagnosed conditions, as well as the first to target gastroenterology patients. In addition to providing important insight into patients' perceptions of what appropriate wait times should be, the survey results suggest that current wait times are having an adverse effect on patients in need of specialist care for digestive disorders.
Although not designed to accurately measure wait times because of the potential information bias inherent in selfreporting, the wait times reported in the present study are consistent with recently published data from the Practice Audit in Gastroenterology (PAGE) IV program (4, 5) . Furthermore, preliminary results from the Canada-wide Survey of Access to GastroEnterology (SAGE) conducted in late 2008, suggest that wait times for gastrointestinal care have either remained stable or increased in Canada in the past five years (D Leddin, unpublished data). Approximately one-half of the patients in the current survey reported being seen by a gastroenterologist within one month of being referred by their primary care physician. At first glance, this may seem reasonable but it must be remembered that this includes a significant number of patients with relatively urgent conditions such as rectal bleeding, iron deficiency anemia and suspicion of inflammatory bowel disease (Table 1) . Furthermore, most of these patients would have had to wait additional time for a subsequently scheduled endoscopic procedure (12); therefore, their true wait time for appropriate gastroenterological evaluation would be longer. It is noteworthy that 12.5% of patients reported waiting longer than six months for their outpatient consultation.
What patients believed to be a maximally acceptable wait time varied widely, which, at least in part, likely reflected the nature of the condition that led to their gastroenterology referral. However, the vast majority of patients (96%) believed that the maximally acceptable wait time should be no longer than three months, although only 77% reported being seen within this time frame. Accordingly, approximately one-third of patients reported their wait time to be too long, with 9% rating their wait time as 'far too long'. It is possible that this actually underestimates the degree of dissatisfaction, in that patients were surveyed on the day they were being seen by the gastroenterologist. A recent study regarding patient satisfaction with endoscopy services found that there was a greater degree of patient satisfaction when the survey was performed on-site rather than when mailed back at a later date (13) . The results may have been quite different if patients had been surveyed subsequent to their visit, or perhaps more so at the time of initial referral when, in many instances, they were anticipating a wait of several months before being seen. It is also possible that Canadian patients have been conditioned to accept long wait times because access to medical services and wait times have been a frequent topic in the media. In the United States and some other countries, where wait times do not appear to be a concern, it is unlikely that patients would consider a threemonth wait to see a gastroenterologist acceptable. Another important observation in the present study was that a substantial number of patients reported absenteeism and impairment in quality of life as a result of their gastrointestinal condition while waiting for consultation. This is reflected by the fact that more than 20% reported missing at least one day of school or work in the preceding month as a result of their digestive problem, and 9% reported missing five or more days. These findings suggest, that in addition to patients experiencing unnecessary physical and emotional distress while waiting, there is an unmeasured financial cost related to delayed access. A recent report (14) highlighted the enormous costs inherent to long wait times because of lost productivity.
A striking finding was the strong correlation observed between average self-reported wait times in a centre and the proportion of patients completing the questionnaire who were referred for screening procedures. Although this analysis was based on 108 patients (11.8% of all referrals), the results were highly significant and homogeneous. It is uncertain whether these longer average wait times were due entirely to including a greater proportion of screening patients in the survey at a given centre or, whether centres taking on a greater screening workload were compromised in their ability to accommodate other referrals in a timely fashion.
The current study had several limitations. In addition to the potential information bias mentioned above, selection bias may have also occurred because compliance with survey completion was not systematically documented and strict processes were not in place to ensure that consecutive patients were enrolled. However, clerical and nursing staff were asked to offer the survey to all patients attending the outpatient gastroenterology clinic for a new patient consultation, and it is unlikely that they were systematically selective in their distribution of questionnaires. Although it remains possible that patients with more or less concern regarding wait times were more likely to complete the survey, our nursing staff reported that very few patients refused to complete the survey when it was offered.
There was significant variability in the number of patients participating in the survey at the different centres, although all but one centre recruited more than 100 patients. This discrepancy relates largely to the number of individual gastroenterologists enrolling patients at the different centres, and the fact that some centres started administering the questionnaires later than others and, thus, had less time to accrue patients before the imposed deadline for completion of the study. More significant than the numbers enrolled is the marked difference in the type of patient being seen in the outpatient departments of the different centres and varying practices, such as openaccess endoscopy. However, we do not believe this detracted significantly from the primary purpose of the study, which was to get a sampling of perspectives on wait times from a large cohort of patients from across Canada to provide the required patient input in the process of establishing wait time targets for specialist digestive health care (7).
SUMMARy
The findings of the current study are consistent with other recently published data (4, 5, 7, 12) suggesting that timely access to specialized digestive health care is suboptimal in Canada. Furthermore, a substantial number of patients are dissatisfied with their wait time for consultation with a gastroenterologist and report an impaired quality of life and decreased work productivity due to their digestive illness while waiting for specialist care.
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